Introduction
Pseudo aneurysms are pulsatile swellings caused by the leakage of arterial blood through a full-thickness arterial wall defect into the surrounding tissue.
Their aetiology is usually iatrogenic and most occur in the femoral artery as a consequence of cannulation. 2 Pseudoaneurysms occurring in the foot and ankle are rare. 2 Several cases of pseudoaneurysm in the foot and ankle have been reported as a complication of orthopaedic procedures especially anterior tibial artery pseudoaneurysm following tibial nailing and open reduction and internal fixation of the ankle.
We report on a case of iatrogenic pseudoaneurysm of the peroneal artery following fixation of the os calcis, a complication we believe to be as yet unreported.
Case report
A 71-year-old gentleman presented to our accident and emergency department having fallen 6 ft from a ladder and landing hard on the left heel.
X-rays and a subsequent CT scan revealed he had sustained a multifragmentary intra-articular fracture of the left os calcis. Past medical history was unremarkable.
Open reduction and internal fixation was performed with an extended lateral approach. The middle facet of the os calcis was lifted and fixed to the sustentaculum tali. An AO calcaneal plate was used secured with seven screws (Fig. 1 ). The procedure was uncomplicated and the patient made an uneventful recovery.
At Day 24 post-operatively, the patient presented to accident and emergency with an erythematous, tightly swollen left ankle with a localised mass that appeared to be a collection of pus at the upper end of the wound (Fig. 2 ). The initial diagnosis was wound infection, however, the wound was intact, the patient was apyrexial and inflammatory markers were in the normal range.
On examination, the mass at the upper end of the wound was about 2 cm in diameter and about 1 cm in height. It was fluctuant, pulsatile and on auscultation, had a bruit.
Duplex ultrasound scan revealed a pseudoaneurysm of the distal peroneal artery ( Fig. 3 ). Dimensions were 30 mm longitudinally Â 20 mm transversely Â 15 mm in the AP plane. The lesion had a neck of 5 mm and thrombus reduced the area by between 25 and 50%. There was a strong triphasic pulse in the distal anterior and posterior tibial arteries with biphasic flow in the distal peroneal artery immediately proximal to the pseudoaneurysm.
He was referred to our vascular surgeon colleges and the artery was ligated with a non-absorbable suture proximal to the lesion. The arterial wall defect was a puncture caused by a fixation screw from the os calcis plate.
At the last follow-up the patient was doing well with better range of movement of the joint and no reoccurrence of the lesion.
Discussion
Commonly reported complications of os calcis fixation include superficial wound edge necrosis, wound haematoma, wound abscess, deep infection, cutaneous nerve damage and rarely, non-union. 5 Cases have been reported of peroneal pseudoaneurysm following bimalleolar fracture of the ankle, 3 gunshot wound to the lateral calf, 1 and inversion injury of the ankle. 4 Pseudoaneurysms are caused by the leakage of arterial blood into the perivascular tissue through a full-thickness arterial wall defect. In time a fibrous sac forms around the collection. Expansion of the pseudoaneurysm, rupture and complications due to compression of surrounding tissues can all occur if the lesion is left untreated.
Interventional radiological techniques, for example transcatheter coil embolisation and thrombin injections are increasingly used to treat pseudoaneurysms. 1, 6 Our case was treated with surgical exploration and ligation due to the relatively large neck of the pseudoaneurysm.
The peroneal artery is the longest branch of the posterior tibial artery. It descends in the posterior compartment of the leg medial to the fibula. Branches given off include posterior muscular branches, a nutrient artery to the fibula, a perforating branch that pierces the interosseous membrane contributing to the supply of the dorsum of the foot and a communicating branch that anastomoses with the posterior tibial artery. The peroneal artery then runs posterior to the tibiofibular syndesmosis dividing into its terminal branches, the lateral calcaneal branches. The lateral calcaneal branches encircle the lateral side of the calcaneum anastamosing with the medial calcaneal arteries and the medial malleolar artery. 7 Due to the course of the peroneal artery it is theoretically possible to damage it whilst undertaking any procedure involving the fibula or hindfoot. A thorough literature search did not reveal, to our knowledge, any previous report of this rare complication.
Conclusion
Whilst one should always have a thorough knowledge of the local anatomy when performing any procedure, it is prudent to be aware of the course of the peroneal artery when performing ankle and hindfoot surgery.
Pseudoaneurysm should be considered in the differential diagnosis of a post-operative, localised swelling at the wound site.
Duplex ultrasound is a useful, non-invasive, technique to diagnose and evaluate pseudoaneurysm of the peroneal artery.
